Diagnosis of disseminated intravascular coagulation (DIC) was made in 64 cases (16.2%) among a total of 395 autopsy cases. There were 31 men and 33 women. Their ages ranged from 31 to 91 years (mean 76.3). Underlying diseases were mainly malignancy and sepsis.
Anterior infarction found in Case 1, which was mainly subendocardial, and partly involving more than half of the wall thickness (arrows). Fig.3 .
Latero-inferior infarction found in Case 2, with multiple occluded small arteries (arrows).
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DISCUSSION
There have been an accumulation of reports on DIC, but its clinicopathological correlation studies were not enough especially in the cardiac lesions.1),5),6) Robboy et al5) found cardiac lesions in 6 cases (27.3%) out of 22 autopsy cases of DIC, consisting of 2 mural thrombi, 2 marantic endocarditis and 3 coronary thrombosis, and there was no myocardial infarction. This study revealed that fresh lesions of the heart were unexpectedly frequent (62.5% among total DIC), fresh myocardial necrosis in 37.5% and especially acute myocardial infarction in 14.1%. The incidence of myocardial infarction in consecutive autopsy was 13.7% among 1,000 aged cases, and fresh in-Jap. Heart J. January, 1977 farction was only 3.5%.8) Comparison of these 2 series on the incidence of myocardial infarction disclosed that DIC had a higher incidence. Polliack6) reported 3 cases of DIC with acute myelocytic leukemia; 2 of them showed bleeding in the various portions of the heart, but no thrombosis. In our study the incidence of cardiac bleeding was 17.2%.
Clinical significance was high in occurrence of myocardial infarction among cardiac lesions of DIC. In severe coronary atherosclerosis, thrombus of small size could cause large infarction, which could not be distinguished from usual myocardial infarction, except the background of accelerated intravascular coagulation in its pathogenesis (Cases 1 and 4 in Tables II and III) . Basic atherosclerosis was not necessarily marked in DIC. Thrombi in the peripheral arteries or the branches were generally small up to 2mm in diameter, but the scale of thrombus formation in these arteries determined the size of myocardial necrosis, from large infarction to small focal necrosis. This type of necrosis was found in 5 cases of myocardial infarction (Cases 2, 3, 5, 6 and 7 in Table II) . Though the clinical significance was less important, thrombus formation at the level of intramyocardial small arteries or arterioles induced scattered necrosis without any rule in its distribution (Cases 8 to 13 in Table II) . A case of DIC with sudden death was examined to show an extensive thrombus formation and infarction of the sinoatrial node.9) Above-mentioned 13 cases had thrombosis in the various levels of coronary arteries and corresponding myocardial necrosis. From the standpoint of coagulation study, FDP was significantly higher in this group than in the group without coronary thrombosis.
A group of myocardial necrosis without coronary thrombosis was found in 11 cases, consisting of 2 cases of myocardial infarction and 9 cases of small necrosis. There were no differences in myocardial lesions, except for absence of coronary thrombosis. Absence of coronary thrombosis could be due to (1) limit in the number of preparations (possibility of presence of coronary thrombosis in somewhere besides observed preparations), or (2) true absence of coronary thrombosis (absence of thrombi throughout the course or thrombolysis). These cases were very similar to the reported cases of myocardial infarction in the intact coronary arteries.10)-12) In our study10) 14 cases among 188 cases of myocardial infarction showed almost intact coronary arteries (7.45%). The range and location of these infarctions strongly suggested the presence of thrombi in the past. This group needs further study in the future.
Nonbacteral thrombotic endocarditis has been known to occur in the marantic diseases including malignancy and severe infections. Rosen and Armstrong13) reported 75 cases of endocarditis in malignancy, and 4 of them showed marked decrease of platelet count. But their description on the coag-ulation study was not detailed, and relation to the DIC was not clear. In a case of DIC, marantic endocarditis was assumed to be the origin of multiple embolic phenomena.14) Waller et al15) reported systemic embolism in 34% of 32 cases of marantic valvular vegetations, but they did not refer to DIC nor coagulation study. In our study the incidence of valvular vegetations was 26.6%, and in 8 cases out of 17 vegetations (47%) coronary thrombosis was found, where differentiation of embolism and thrombosis was hardly possible, especially when its distribution was diffuse. This is also the new theme, which needs further re-evaluation from the standpoint of DIC.
